Proc. roy. Soc. Med. Volume 68 July 1975 Mesenteric Angina Treated by Vein Graft R G Josse BSC MRCP1 (for E R Beck MB FRCP and J M Davies MB FRCS) (Whittington Hospital, London N19) J M, woman aged 62. Retired chemistry laboratory technician History: Presented to Whittington Hospital in August 1970 with a three to four years' history of recurrent attacks of faintness associated with right-sided pareesthesize. Physical examination revealed loud bruit on left side of neck above left clavicle. Arch aortogram showed atheromatous aorta with aneurysmal dilatation of left subclavian artery and left vertebral artery stenosis. Surgical reconstruction not recommended and symptoms subsequently receded.
Admitted to the gastrointestinal unit in September 1973, being referred after attending surgical outpatients for eighteen months; during this time two barium meals, one barium enema and a cholecystogram were all normal. She complained of two years' nonspecific abdominal pain culminating in a twelve-month history of increasingly severe post-prandial epigastric and central abdominal pain. She was afraid to eat and had lost over 2 stone (12.5 kg) in weight. In addition a three-month history of intermittent claudication in both calves. She smoked 15 cigarettes per day; family and social history otherwise non-contributory. On examination: Emaciated. Weight 6 st 1 lb (38.5 kg). Pulse 68 regular. Blood pressure 140/90. All pulses below popliteals absent bilaterally. In the abdomen a tortuous prominent aorta was palpable but no bruits were audible. Bruit on left side of neck still present. Investigations: Hb 14.4 g/100 ml, WBC 11 300/ mm3. ECG, chest X-ray, lipid profile and blood sugar normal. Stool: no occult blood. Fecal fats 6.6 g/24 hours, xylose excretion 6.8 g/5 hours. Barium follow through normal. Abdominal aortogram revealed three vessel disease with the major circulation to the large and small intestines probably supplied by retrograde channels from the middle rectal arteries. At operation right common iliac to superior mesenteric artery saphenous vein bypass graft was constructed. Subsequent course satisfactory. No further abdominal pain. She gained 1 st 6 lb (9 kg) in weight. Intermittent claudication remains troublesome.
Discussion
The symptoms of recurrent intestinal ischtemia were first accurately documented by Klein (1921) who suggested the somewhat unfortunate term of mesenteric intermittent claudication. In the 'Present address: University College Hospital, LondonWCIE 6AU past twenty years with the introduction of safe abdominal aortography great interest has been shown in the diagnosis particularly since Mikkelson (1957) first showed the possibility of surgical relief in chronic mesenteric arterial insufficiency which he called intestinal angina.
Chronic vascular insufficiency as a cause of gastrointestinal symptoms is uncommon and its diagnosis is usually difficult. This patient exemplifies most of the clinical features although it is important to note that men are affected more often than women and at an earlier age, in keeping with the sex distribution of arteriosclerotic disease as a whole. There is clinical and postmortem correlation with coronary artery disease, diabetes and hypertension; severe mesenteric atheroma is always associated with aortic disease (Reiner et al. 1963) . It is pariicularly important to note that approximately 50% of patients with mesenteric infarction had preceding symptoms of mesenteric angina (Dunphy 1936 , Mavor etal. 1962 .
The commonest symptom and presenting feature is abdominal pain which usually starts gradually, is post-prandial and will often be provoked by exercise after a meal. Severe chronic diarrheea and steatorrhoea have been recorded although the latter is uncommon in patients with chronic mid-gut ischiemia but is more often seen in those who have sustained one or more acute ischmmic episodes (Mavor & Michie 1958 , Dardik et al. 1965 .
Physical examination is more likely to be helpful in assessing the patient as a whole and excluding clinical evidence of other causes for abdominal pain, than in leading to a positive diagnosis.
Barium contrast radiology of the small or large bowel is usually normal, although Schwartz et al. (1966) found that mucosal cedema and decreased motility with puddling or segmentation of barium occurs more proximally than in nonischxemic malabsorption.
The definitive investigation is arteriography with lateral and anteroposterior lumbar aortograms and when necessary selective catheterization of the main trunks. Thus a patient with abdominal pain and weight loss which is not explained by disease of the gut or biliary system. in whom arteriography reveals atherosclerotic occlusion or stenosis (over 50% of the lumen) of two of the three mesenteric arteries, can be considered to have chronic intestinal ischtvmia (Williams 1971) .
The differential diagnosis includes many intraabdominal causes of pain and weight loss, malignancy being frequently suspected. Since there is no effective medical therapy for mesenteric ischbmia and since there is a high risk of pro-gression to acute infarction the treatment is surgical when this is practicable. About 100 cases of successful elective revascularization of the coeliac and/or mesenteric arteries have been reported (Williams 1971) . Unfortunately, there is incomplete follow-up data but it appears that relief of pain occurs in 90% and malabsorption, if present, is improved in 75-80%. The postoperative complication and morbidity rate was estimated to be 15-20 % with an overall operative mortality of 5%.
Dr L J Findley (Charing Cross Hospital) asked whether patients presenting with symptoms of mesenteric angina such as abdominal pain and weight loss, without significant positive physical signs, and with essentially normal routine investigations including barium studies, were sometimes labelled as 'psychiatrically ill'. Dr Josse replied that he could find no reference in the literature to patients with this syndrome being so diagnosed before the true diagnosis was reached.
Pernicious Antemia Followed by
Autoimmune Haemolytic Anemia Professor E Salvidio MD, C Venzano MD, P Boccaccio MD, E Intra MD, R Ravazzolo MD, G F Gaetani MD and F Ajmar MD PhD (Department ofHamatology, Istituto Scientifico di Medicina Interna, Universita di Genova, Italy) S S, woman aged 56. Italian of Ligurian extraction History: Came of a healthy family. History of 6 pregnancies, 4 of which ended with abortions. Underwent surgery for gall-stones at 38. Last pregnancy, at 40, complicated by late parturition. July 1973, developed increasing weakness, shortness of breath, palpitations, anorexia, moderate fever (38°C).
On admission: She appeared pale, including the visible mucosee. Tongue: normal mucosal pattern, moist and not painful. Liver, spleen and lymph nodes not enlarged. Reflexes enhanced; no signs of involvement of central or peripheral nervous system. Investigations (July 1973) : ESR 20 mm in 1 hour (Westergren); hematocrit 17%; Hb 5 g/100 ml; reticulocytes 3 %. Peripheral blood chaiacterized by anisocytosis, poikilocytosis and macrocytosis. WBC 5000/mm3 (neutros. 74 %, eosinos. 2 %, lymphos. 18%, monos. 6%). Platelets 100 000/ mm3. Plasma iron 320,g/100 ml; bilirubinaemia 7 mg/ 100 ml; lactic dehydrogenase 4000 mu/ml. Coombs test, direct and indirect, negative. Total proteins: 7.32 g/100 ml: albumin 61.9%; globulinsal 4.6, a2 9.6, fi 10.4, y 13.5% (normal range). Bone marrow: marked erythroblastic hyperplasia, with predominance of megaloblasts; large metamyelocytes also present; megakaryocytes present in normal number, but rather immature. Titre of autoantibodies against gastric mucosa was weakly positive. Gastric secretion of free hydrochloric acid, after maximal stimulation with histamine, was absent.
X-ray examinations of alimentary tract negative. Schilling test of vitamin B12 absorption was 2% of the dose (normal 7-22%, corrected to 28.9% by the addition of intrinsic factor). Treatment with vitamin B12 caused a high reticulocyte count (60 % on the fifth day) and after two weeks there was a rise in hematocrit to 26%, haemoglobin to 7.5 g/100 ml; plasma iron 70,ug/100 ml.
Iron therapy was begun intravenously (as suggested by Wintrobe (1967) in middle-aged women with several pregnancies); hematocrit rose to 33% and hwmoglobin to 10 g/100 ml. The patient was discharged with the prescription of vitamin B12 and iron therapy and was in good condition for over a month. November 1973: She complained of fatigue and weakness. On examination she was pale, the sclerne showing a yellowish colour. No other physical signs were present. Investigations (November 1973): Hematocrit 28%; hemoglobin 8.8 g/100 ml; reticulos. 20%; WBC 12 800/mm3; platelets 200 000/mm3. Morphology of the blood showed anisocytosis, poikilocytosis with mild macrocytosis. On admission: Bone marrow showed marked hyperplasia of the normoblastic series, with granuloblasts and megakaryocytes in the normal range both in number and morphology. Bilirubinemia 2.2 mg/100 ml (1.1 of the indirect and 1.1 of the direct reacting types), plasma iron 120 ,ug/100 ml; urine urobilinogen increased; no blood detected in faeces. Direct Coombs test positive; by means of immunofluorescence with
